Introduction
A key focus of both health policy and health equity research rests on conceptualizing access to health care. Equitable access has become a popular policy objective and is often interpreted as equal access for equal need 1 . We should always be aware that access, like equity and many other terms in economic and social theory, is neither precisely definable so that it may satisfy people from different ideological backgrounds nor is it measurable in a definite manner, in the way that temperature or weight are measurable. Public health research is still heavily influenced by the health sciences, where unambiguous terminology and measurability are two constituents of the discipline's self-perception. Another, more recent, influence is from health economics, where measurability also often decides the fate of a concept. There is a risk of concepts being discarded when they appear to resist being approached with economic tools. The beauty and usefulness of debates in other areas of the social sciences are often not recognized. We believe that this is one reason why there has not been a continuous and passionate debate around health systems equity and access to health care.
The argument about why access may be a better basis for defining equity in health care than health services utilization was presented a long time ago 2 and has come up regularly in subsequent debates 3, 4, 5, 6 . Improving access to health services ranks among the strategic health policy goals across the globe. In order to improve access equitably, the concept needs to be elucidated, if not operationalized.
The interpretation of access as the opportunity to use and therefore a precondition to utilization has been widely accepted. Opportunity can be described in an objective sense as a condition permitting a particular action. There appears to be broad agreement that health service utilization patterns may differ between individuals with equal health care needs without negative implications for equity if and only if these differences reflect individuals' sovereign choices. Yet the opportunity to use does not fully cover the notion of access. Opportunity relates to favorable circumstances or the possibility to use. However, in order to speak of access, another precondition needs to be fulfilled, which is that of being aware of the possibility to use and being empowered to choose. We therefore favor the definition of access as the freedom to use 7 . This paper builds on the notion of empowerment and regards information as the essential prerequisite for access. The argument implies that health policy needs to reorient strategies and emphasize health communication in order to address some of the root causes of inequities in health.
A common framework for access
There are observable "factors" that facilitate or impede the opportunity to use health services. These can be subsumed under different dimensions of access. Since the early 1970s researchers have engaged with different approaches to access, acknowledging that access to health care is indeed a rather complex concept with several dimensions 8, 9, 10, 11, 12, 13 . While today there is general consensus that access to health services is a multi-dimensional concept 1, 14 , there are different ideas around what these are. There is not just one legitimate conceptual framework focusing on the access dimensions. However, it appears necessary and opportune to harmonize the different approaches and suggest a consolidated framework. The existence of such a framework would smooth the progress of communication between researchers in public health, assist the dialogue between researchers and policymakers, and allow comparisons of access levels between different settings. This framework cannot be randomly drafted but should be based on rigorous argument. The dimensions of the framework have to cover all relevant access factors and should be mutually exclusive to the greatest extent possible. They should also appeal to common sense. Building on the literature and a refined conceptual framework, it can be argued that the factors determining access can be captured by the three dimensions availability, affordability, and acceptability 15 . The availability of health care captures all factors that relate to the actual existence of a specific service within reach of the client as well as aspects of user-friendliness, e.g. the existence of appointment systems and the convenience of opening hours. The distance to a facility is one of the indicators of access factors under this dimension that are easily measured. A number of recent studies address this aspect of access 16, 17 . Affordability refers to the direct and indirect costs of care relative to the client's ability to pay. Health care financing arrangements strongly affect the affordability dimension. Lastly, acceptability covers many of the subjective, social, and cultural factors, such as the degree to which a certain service is culturally secure 18 . It becomes clear that the level of access to health care is determined by the "degree of fit" between individuals or communities and the health system 13 . Hence, access reflects the interplay between the "supply side" and the "demand side" in health care. It is a relative concept, as a certain level of access needs to be assessed against a base level or a benchmark.
Information
In our argument, we want to focus on information as a core element that cuts across the access dimensions. We feel that even though the element of choice has been highlighted in the literature, this element that fills the gap between the opportunity to use and actual utilization has not been appropriately discussed. We also believe that this is where a focus of the equity debate should lie, as empowering people to make choices in health care ought to be a fundamental health policy objective in a democratic society. We will explore the properties of information required to improve access to health care, which is seen to be the freedom to utilize health services 7 .
Information has been dealt with extensively in health economics, imperfect information and uncertainty being regarded as key attributes of the health economy 19 . The economics of information have greatly contributed to the understanding of insurance markets, and the understanding of asymmetric information and agency relationships in health care markets has shaped the way in which health systems are analyzed and in which their design is improved 20 . In this paper, we are not concerned with incentive ef-fects resulting from distributional patterns of information between the actors in health care. We rather look at the characteristics of information that impact the health system's clients' subjective choice sets and the mechanisms in which information is transferred between the actors in the health system.
Information is a term which is used in today's language in a broad range of contexts, generally without skepticism or uncertainty about its meaning. However, information is a rather poorly defined concept. Whereas according to a broad understanding of the term any signal that our senses receive and that gets processed by the human brain may be interpreted as information, we would like to limit the definition for our context to information that is transferred between humans. Etymologically, information means putting something into form or into different form, transferring form from one state to another, e.g. from the real or tangible to the ideal or abstract. Health economists regard health information and health care information as goods that are supplied and demanded within the health care system. Yet, there is hardly a good that compares with information when it comes to the importance of the degree of fit in the process of transaction. Unfortunately, research on health communication has not yet developed a full conceptual framework incorporating information effectiveness. This is a necessary step in the process of understanding how the transmission of health information impacts access to health services.
It is helpful to look back to communication research at the dawn of the information age when in their 1949 landmark publication Claude Shannon & Warren Weaver distinguished three levels of complexity in dealing with the transfer of information 21 . The first level addresses the accuracy of the transmission of information and concentrates on the correctness of the information at the receiver end. The second and third levels refer to semantics: the second level relates to the degree to which the desired meaning is actually conveyed, the third to the degree to which the information affects behavior in the desired way -information effectiveness in the narrow sense. These three conceptual levels can guide the thinking around health communication, which again is the vehicle to empower individuals and communities to realize choices in health care and thus increase access.
The distribution of information between the actors within the health care system is extremely unequal. There are many reasons underlying the unequal distribution of information relating to health and health care, many of which are obvious, such as those defining the doctor-patient relationship, and have been discussed elsewhere. We would like to focus on the type of information that directly refers to choices relating to the utilization of health services. Information that determines whether an individual chooses to use or not to use a certain health service is an inherent element of the concept of access and relates to the dimensions of availability, affordability, and acceptability. The degree of fit between the factors subsumed under each of these dimensions from the supply side and from the demand side may appear quite good in a certain case, but still health services may not be utilized to the desired degree because of differences in information. Determinants of realized choice are the perceptions of health and illness, the subjective choice set, and individual preferences. The subjective choice set is the set of choices that relate to an individual's perception of optional actions given the information processed by the individual 7 . It is often smaller than the existing or real choice set, due to a lack of awareness of options resulting from disempowerment. The fit between the supply-and demand-side factors within the three access dimensions and the amount and quality of information reflected in the subjective choice set jointly define the level of access to health services for an individual or a community. Hence the definition of access as the freedom to utilize health services, which implies that no "force" or pressure is applied and that the ultimate choice only depends on preferences.
It is thus apparent how crucial the role of information is to access to health care. The level of general informedness, which may have been achieved through education, to a significant degree determines an individual's access to social resources and thereby her social position. Indeed, informedness with respect to health and health system matters determines an individual's access to health care to a significant degree. The information that empowers people to realize a choice in the health care context is quite specific and different from the general information that is continuously all around us.
Information processing is limited by human factors. They can be presented in economic terms and include time as the key constraint. Indirect costs of information processing exist in terms of time lost for other, e.g. income-generating activities. Engaging in the processing of health information may not appear as an activity that is worthwhile pursuing. On the demand side, the normal perception of health information is that of a good to which no value can be assigned ex ante, as potential benefits of the gained knowledge refer to an uncertain scenario and depend on many other factors. Given that health itself is a merit good, i.e. a good that is socially desirable, it is within the responsibility of the health system to inform individuals about the potential value of specific health services. However, it can be observed that even when the health system provides health information, Shannon & Weaver's second and third levels of information are not appropriately addressed: Health information is often neither absorbed nor comprehended by the addressee, nor can intended behavior changes or action be observed.
Communication as information exchange
The provision of health information cannot be a unidirectional process if the objective is to empower individuals or communities, expand their subjective choice sets, and thereby develop their freedom to choose. Frequently when health systems and individuals in their communities interact, the situation is characterized by a small degree of cohesion between the worldviews of the two spheres. For the conceptualization of health communication, it is helpful to adopt the concept of a lifeworld, which Habermas 22 (p. 183) defined as "the sphere of shared cultural knowledge, valid norms and accountable motivations". Communication, the exchange of information, connects lifeworlds, while it also regulates the behavior of and within social systems. Communication is social interaction and therefore plays a critical role in connecting the lifeworlds health system and community. The participation in communication increases the processing of effective information and empowers individuals or communities by enriching their subjective choice sets.
Theories of communication distinguish different levels of information effectiveness 23 . The degree to which health information becomes effective and empowers people to exercise their choice with respect to the opportunity to utilize health services depends on a broad range of determinants. Studies have demonstrated that the effectiveness of information is influenced by various characteristics on the receiver's side, such as her socioeconomic status 24 , but also the socio-cultural relation between the lifeworlds among which the interchange of information takes place 25 . Conversely, the exclusion from or the participation in communication processes is a determinant of the social position of individuals.
At a time when the health research community is dedicated to studying the social determinants of health, there is all reason to engage in the study of communication. Communication in a wider sense determines the dynamics of socioeconomic and socio-cultural structures and their relation to the health system. Based on a better understanding of communicative processes and information effectiveness with a view to improved access, communication should be shaped to secure equally negotiable pathways into the health system for individuals -independent of their socioeconomic and cultural background. The outcome of interactive and participatory communication between the health system and individuals or communities will be an increase in the overlap of these lifeworlds. Interaction needs to go beyond health care as such in order to empower people to exercise choices in health care. This communicative interaction needs to address aspects of life further than the medical system. Communicative action that is characterized by an active search for mutual understanding can be initiated in the health context in a number of ways.
Rather than looking for the solution to increased access anywhere but in the medical sector -which may appear to be the implication of the framework at a first glance -there is a liability of the health system in respect to an intensified communicative engagement with individuals and communities. The framework, which distinguishes access and use by highlighting subjective choice and preference, does not imply that health managers are not challenged. The term "individual preferences" is used here in the sense of deep-seated fundamental beliefs in different healing systems and types of services and not in the sense that a person may "prefer" not to use a particular service because they do not have adequate information on the effectiveness of that service. This, again, is related to access constraints rather than what can truly be called individual preferences. The existing or real choice set needs to be extended across the three dimensions of access by increasing the "degree of fit" between the health system and the individual, and at the same time the subjective choice set needs to be extended with the help of effective information through improved communication. The framework is inherently democratic.
Conclusions
As it turns out, improving communication means improving equity. If policymakers are serious about the equity goal that postulates equal access for equal need, then they need to broaden their focus beyond the delivery of health care. A key task of health policy is to initiate and facilitate communicative processes that involve the health system on the one hand and the communities on the other, integrating the communities' views as a reference for the evaluation of corresponding health information. This will frequently turn out to be a difficult and unpopular task because health systems tend to develop independently of the people they are supposed to serve. Further, monitoring the success of such a primary communicative process is complex. Empowering people to choose is a task that goes hand in hand with making choices accessible. This aspect has been reprehensibly neglected in many countries. While in the context of low-and middle-income countries tradition often defines lifeworlds, tradition is the wrong mode of communication in a scenario of quickly changing lifeworlds when access to health care is at stake.
An increased focus on health communication can be expected to improve the socioeconomic patterns of service uptake, which in many countries and contexts are rather "regressive" in that the better-off tend to benefit more from health services than the poor. Even more importantly under a liberal worldview, the focus on health communication will improve equity in access by addressing the freedom to utilize. In order to generate effective information, health communication must be interactive and not focus on unilateral achievement but on consensus. It must also be conducive to unleashing the voices of those who tend to be most disadvantaged in the exercise of balancing need and access in health care. 
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